tive false lumen patency is associated with increased requirements for reintervention. Previous volumetric analyses of true and false lumen volumes after TEVAR have extrapolated three-dimensional (3D) volumes from 2D computed tomography angiography (CTA) measurements. This is the first direct 3D volumetric analysis of true and false lumens using CTA data. We hypothesized that the true/false lumen ratio increases after TEVAR for type B dissection, representing favorable aortic remodeling.
Regions of interest were outlined within the true and false lumens of the aortic dissection on the axial computed tomography angiography source images using the built-in segmentation tools of image analyzing software Amira 6.2.0 by FEI. The volumes of true and false lumens were then calculated using the same software.
the study was to compare 30-day outcomes of F-EVAR vs OAR in octogenarians undergoing repair of AAA involving visceral vessels in the United States.
Methods: All patients with postoperative diagnosis of nonruptured AAA involving visceral vessels who underwent F-EVAR and OAR were identified in National Surgical Quality Improvement Program database (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) . Primary outcome of interest was mortality. Secondary outcomes included renal failure, cardiopulmonary failure, and stroke. Univariate and multivariate analyses were implemented to examine 30-day postoperative mortality adjusting for patient demographics and comorbidities.
Results: A total of 548 octogenarians underwent repair of nonruptured AAA involving the visceral vessels, of which 242 (44%) were F-EVARs and 306 (56%) P ¼ .0001) were higher in octogenarians undergoing OAR. Patients undergoing OAR also had more frequent return to the operating room (11% vs 5%; P ¼ .02). Furthermore, 30-day postoperative mortality was higher after an OAR (8.5% vs 4.1%; P ¼ .04). Secondary outcomes including cardiopulmonary (27% vs 6%; P < .001) and renal (16% vs 5%; P < .001) complications were also significantly higher in OAR compared to F-EVAR (Fig) . After adjusting for patient demographics and comorbidities, OAR had more than 3.5-fold increase in 30-day postoperative mortality compared to F-EVAR (odds ratio, 3.68; 95% confidence interval, 1.40-9.64; P ¼ .008). Other predictors of mortality were smoking history, bleeding disorders, sepsis, and acute renal failure/dialysis (Table) .
Conclusions: In this large national cohort of octogenarian patients undergoing repair of AAA involving the visceral vessels, we showed that OAR is associated with significantly increased risk of morbidity and mortality compared to F-EVAR. These findings support the utilization of minimally invasive approach in this frail population. Further studies needed to evaluate the benefit of any repair in octogenarians.
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Midterm Results of a Novel Endovascular Solution for Managing Limitations of Fenestrated Endovascular Aneurysm Repair
Emily Serafin, Alan P. Sawchuk, Andres Fajardo, Raghu Motaganahalli. Indiana University School of Medicine, Indianapolis, Ind Objectives: Short infrarenal aortic length and associated aortic bifurcation stenosis can complicate a fenestrated endovascular repair (FEVAR). Currently available stent grafts for FEVAR available in the United States are limited by the requirement of a length of 86 to 96 mm between the lowest renal artery to the aortic bifurcation, depending on the diameter of the graft. Aortic unibody endografts are available with main body lengths as short as 60 mm and do not require cannulating a contralateral gate in a stenotic aortic bifurcation. We describe a novel endovascular solution using a fenestrated proximal aortic endograft with a bifurcated unibody distal graft to repair aortic aneurysms in patients with short lengths between the renal arteries and aortic bifurcation and/or narrow aortic bifurcations.
Methods: Five patients underwent endovascular repair of juxtarenal aortic aneurysms with a Z-Fen (Cook, Bloomington, Ind) proximal stent graft component and a unibody bifurcated segment for the distal component. A labelled photograph of the fenestrated graft with the overlapped bifurcated unibody graft is shown in the Fig. Mean follow-up period was 14 months (range, 2-32 months). Four of these patients had a mean centerline lowest renal artery to bifurcation length averaging 69 mm (range, 60-77 mm), while two patients had aortic bifurcation diameters of 11 and 12 mm.
Results: We had a technical success of 100% with repair. There were no immediate intraoperative or perioperative complications. At all follow-up evaluations, all patients had a successful exclusion of the aneurysm with no identifiable endoleaks. All renal and iliac arteries remained patent.
Conclusions: Technical limitations for FEVAR due to a short renal to bifurcation length and stenosis of the distal abdominal aorta can be addressed by the use of a proximal Z-Fen with a distal unibody stent graft. Midterm evaluation suggests satisfactory results in this limited series. This solution extends our ability to treat patients without an otherwise acceptable anatomy for FEVAR.
Author Disclosures: A. Fajardo: Cook Medical: Contracted research, other financial or material support; R. Motaganahalli: Silk Road Medical: consulting fees (eg, advisory boards); A. P. Sawchuk: Nothing to disclose; E. Serafin: Nothing to disclose. 
